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" WRITE PLAMY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD <7

ALED MAR 25 1950

BIRATH NO.

STANDARD CERTIF

REG. DIST.

THE DIVISION OF HEALTH OF ‘MISSOUR)

_ PRIMARY REG. DIST. MO Aé_é.?— Registror's Ne

ICATE OF DEATH

State File No,

8496

1097

“aliveon March 8. 18 50, and thal,desth occurred at

1. PLACE OF DEATH 2. USUAL RESIDENCE (When o d lived. If 1 lon: residence before
- OONY  Jackson 4 STATE Missouri b COUNTY Joqiegan woo ;
b. CITY (2 outaide corpurats timits, write RURAL and give c. LENGTH OF ¢, CITY (If outide corporate limits, write RURAL and ghve township) .
OR townahip} | STAY (in thie place) . Ka Cit
TOWN  Kansas l"'l-hr 63 yrs TOWN nsas vity oA
"‘#%P?.II_AT‘EOOF (H not in b pital or i lon. give strest addrom or looation) d.ASDTg% (I rural, givs loeation) ’ D 4
institution - General Hosp:l.tal No. 1 o : 1705 Linwood - 0
3.DNEACME OEFD .. a. (First) b. (Middle) ¢ (Last) 4. DATE {Month) @ny) (Year)
( Type or Print) Mary Frances Baer DEATH 3 8 50
5, SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, ] 8. DATE OF BIRTH 9. AGE (In years| I UNOER | YOAR | © UWDER 44 HRZ.
WIDO D Dl VO 2ED (Bpaclty) : last birthday) |Months| Days | Hours | Min.
female white - Appd 86 l |
10a. USUAL OCCUPATION (Giveind of werk- ] 10b. KIND Ol-‘ BUSINESS oR 'IN- | 11 BIRTHPLACE (Btate o7 torelen oountey} 12, CITIZEN OF WHAT
done disring most of working Ue, even if retired) DUSTRY COUNTRY?
housewife Eentucky Us S« Ao
llaa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
BenjaminWard _ _ - ) =- Polly August M. Baer ,
75, WAS DECEASED EVER IN U5, ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT® 5 SIGNATURE OR NAME ADDRESS
(Yen. 00, orunknown) | (If yes, xive war or dates of servics) NO. 4 )
no - none Mrs. Dolly Doran 308 garfield
18. CAUSE OF DEATH " . MEDICAL CERTIFICATION !g'l"égrv.:la
Enteronl t. DISEASE OR CONDITION . . . . 0 DEATH
|icmo for G, by, and o | PIRECTLY LEADING TO DEATH*,, _Arteriosclerotic cardiovascular disease
o This docs nck mean | ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if eny, gising DUE TOC (b)
as heart faflure, asthenia, | rise to the above cawee (o) dlating - — . = . | e v | - e e e . - Pa—
ee. Jt meana the diy. | Ihe underlying cause lost.
ease, infury, of complieca- 2. DUE 1:9 _(°) £ = -
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS * -
I " Conditions contributing fo the death but nof
related to the disease or condition cauting death. i
19a. DATE OF OPERA- | 195. MATOR FINDINGS OF OPERATION - éfw‘- | 20. AUTOPSY?
TION
zla ACCIDENT (Bowsly) 21b. PLACEOF INJURY (a.g..in orabout | 285, (CITY, TOWN, OR TOWNSHIP) . (COUNTY) _(STATE)
SUICIDE bome, farm, fastory, strest, office bidy..ex0.) - - Tt
HOMICIDE
21d. TIME (Mopth). (Day)  (Tear), (Houwn: | 210, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
, S0 Lt s T WHILE AT [ ] - NOT WHILE, - .
INJURY ] = | “work AT WORK A
2. I hereby certify that. I attended the. d. d from March 1 , 19 50, to _March 8 19__'5_0, that T last sate the deceazed

8.55P m., from the causes and on the dale staled above.

| 3- 7-s©

{LE 1Elr

ate €

on Reverse Side)

Zia. SIGNATURE ) | 23b. ADDRESS B¢, DATE SIGNED
=)= S, Y %jf*;;, g |- Med..Dir.- Gen'1 Hosp. 3-9-50
“mﬂgg‘lALALCREHA— UL, DATE 24c. NAME OF Y OR CREMATORY - | 24d. LOCATION (Oity, town, or county) . (Btate) - -
ial ) 3=10=50 - Mt, Washington - . - Kangas City, Mo.
DATE REC'D BY LOCAL RAR'S SIGNATURE 25. FUNERAL DIRECTOR"S SIGNATURE - nons's_
_ Mellody-uc Gllley=Eylar K. Ce Moo




STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by_.
- . : ,  Student Embaimer Bo.
working under my persona! supervision. g/ é/
Student -.-..."g'.d...;-él-;-l.'. ..... vrsanaa
. tuden aimer .
‘ . ) Licensed Embalmer No 5 J é 3

P, O.. Addré & [

Note. Tha sbove MUST BE SIGNED BY THE LICENSE:D EMBALMER in his OWN HANDWRITING. (Failure Wy with
the sbove constitutes grounds for revocation of license.)

If this body is bot.embalmed, fact should be so stated sbove. .

s




